At a meeting held by the Section of Obstetrics & Gynaecology 21 years ago, I remarked that in my experience of 100 consecutive cases the most consistently successful treatment for unexplained pelvic pain had proved to be hysterectomy. I was quite unprepared for the criticism of such an eminent authority as Sir Norman Jeffcoate, who contended that such surgery was always ill-advised and that any apparent benefit would be transitory. For 21 years I have wondered how our experience could have differed so widely. This occasion seems appropriate to discuss my present views.
Lower abdominal pain that may be referred to the sacral region of the back and to the upper and inner part of the thigh is remarkably common. Theobald (1951) reported it in over 30% of 349 consecutive outpatients in Bradford, and Mills (1957) in 20% of 500 patients in the Midlands. In my experience it affects all social classes in Britain and I have found it a common problem on my visits to Arab countries and to developing areas in Africa. The survey on laparoscopy of the Royal College of Obstetricians and Gynaecologists (preliminary report 1977, unpublished) gave pelvic pain as the most common indication for this diagnostic procedure.
Pelvic pain represents an enigma only when it is unexplained by demonstrable disease and I propose first to consider those aspects of pelvic pathology that might reasonably be regarded as a source of pain. Advanced malignant disease is usually obvious, although it is surprising how little pain may be felt. Endometriosis can generally be diagnosed by palpation, but advanced disease with large 'tarry' cysts is often less painful than the early stages of this remarkable condition. Chronic inflammatory processes are not so easy to evaluate. The presence of tender adnexal masses with a history of venereal disease may be acceptable, while the demonstration of damaged fallopian tubes by X-ray or laparoscopy is strong circumstantial evidence that the pain is due to chronic inflammation. However, in my experience of such cases the pain is associated with parametritis rather than salpingitis or peritoneal adhesions. If traction on the cervix with a volsellum reproduces the pain I am satisfied that the diagnosis is established. Where doubt persists, the response to a course of pelvic short-wave diathermy should be determined, as pain due to inflammation is the only type of pain likely to be improved by this measure. My conviction that the parametrium is usually responsible for pain of inflammatory origin makes me insist that surgery, if it is to be curative, must include total hysterectomy. However, even with severe adnexal involvement I usually preserve some ovarian tissue.
There may be similar difficulty in establishing whether or not a demonstrable degree of genital prolapse is causing chronic pain. The observations of the patient are important but these may be difficult to obtain in our modern multiracial society. When there is doubt the trial use of a well fitting polythene ring pessary will establish the potential for the relief of pain of an operation for prolapse. The extreme degrees of uterine retroversion may present the same problem. In my view the pendulum has swung too far in dismissing retroversion as a cause of pain. The response of the patient to correction of the uterine position will show how far the retroversion might have been responsible for her symptom.
There are other well recognized causes of pain in which there may be no enigma. Uterine fibroids traditionally become painful when affected by necrobiosis or sarcomatous degeneration. Adenomyosis is commonly diagnosed when dysmenorrhoea occurs later in life. The rare haematometra of the non-communicating horn is generally painful. An intrauterine contraceptive device may on occasion provoke pain referred from the uterus, perhaps because of some inflammatory reaction. These examples of pain indicate that sensory nerve endings are present throughout the myometrium and not entirely confined to the upper part of the cervix.
Ovarian pathology is usually obvious with demonstrable enlargement but the factors that lead to ovarian pain are not so clear. Theobald (1965) denied the existence of ovarian pain, noting that the ovary can be squeezed painlessly when the abdomen has been opened under local analgesia. Jeffcoate (1969) admits that tension within the ovary may cause some discomfort but regards this as rare. Yet it is common experience that ovaries prolapsed behind a retroverted uterus may be painful on palpation and also give rise to dyspareunia. And there can be few registrars who have not at some time operated for a suspected ectopic pregnancy only to find a congested corpus luteum as the cause of pain. A less common type of ovarian pain, but one of some importance, is the rare postoperative cystic ovary that may follow hysterectomy. Multiple thin-walled cysts appear within a few months of surgery. If left alone they gradually regress or they may be aspirated through the vaginal vault. I have seen the condition arise after conservative pelvic surgery. In the past they must have been much more common, for as a student I was told that ovaries should be removed at hysterectomy because otherwise they would become cystic and painful. Why does this not happen more often today?
Part of the enigma of pelvic pain associated with demonstrable pathology is the variability in the degree of pain compared with the extent of the lesion. Does this indicate a variable pain threshold or the 'pain sensitivity panel' of Theobald (1965) ? Might there be some other factor, such as pelvic congestion?
In the absence of demonstrable pathology, what might be the cause of pain? The following factors have been considered: the stress of piano lessons involving long periods seated with an unsupported back, affecting the blood flow through adolescent ovaries (Tait 1883) ; sexual dissatisfaction and coitus interruptus (French school); inflammation, especially chronic cervicitis (German school); excessive stimulation of sympathetic nerves (Whitehouse 1935) ; congestion leading to fibrosis (Taylor 1949) ; increased sensitivity of pelvic nerves and cerebral cortex (Theobald 1951 (Theobald , 1965 ; dysfunction of large bowel (Jeffcoate 1969); varicosities and pelvic thrombophlebitis (Hobbs 1976) .
I believe that pelvic congestion is an important factor. This old concept has been discarded, perhaps because of the difficulty in measuring the vascularity ofinternal organs. When pain is referred from the uterus it is typically tender and characteristically mottled purple when displayed at laparotomy, a colour that quickly reverts to normal when the organ is drawn up out of the pelvis. The associated varicosity of the veins of the uterine and ovarian plexuses is in my opinion of lesser importance.
The symptoms of pelvic pain are typical. Pain of variable duration and intensity is referred to one or both iliac fossae and often to the sacral area and inner thighs. It is at its worst premenstrually, improving towards the end of the period but often starting again at the time of ovulation. Dyspareunia is felt deep in the pelvis and the discomfort may remain through the subsequent day. Associated menorrhagia is common and there may also be irritability of the bladder (a point emphasized by both Taylor and Theobald) . There is seldom any direct complaint of bowel dysfunction and there should belittle difficulty in the differential diagnosis from colon spasm. The patients are usually parous women, always premenopausal and seldom taking oral contraceptives. Indeed I would seriously question the diagnosis in any woman in whom ovulation had been consistently inhibited for any length of time.
The aetiology remains uncertain, but I regard pelvic pain as one of the stress disorders. I am convinced that pelvic congestion is a reaction to some sort of stress and that the condition is reversible, at least in the early stages. It may be exacerbated by retroversion and subinvolution and although it clears up after the menopause it may reappear in women who take excessive oestrogen at that time. High levels of oestrogen seem to determine the stage in the menstrual cycle at which symptoms are most severe, while stress (physical or emotional) selects those . individuals to be affected. There are other examples of the effect of stress upon uterine blood flow. The patient who complains that her formerly regular periods now come too frequently will almost invariably have a stress situation rather than pelvic pathology. Patients enrolled to take part in trials of oral contraceptives will usually have a higher incidence of break-through bleeding than when the same pill is requested and paid for. The woman who alleges that her dysfunctional bleeding persists while she takes the pill and only clears when it is discontinued is in my experience invariably highly emotional. Emotional menorrhagia was described by Blaikley (1949) .
If we can accept provisionally that much pelvic pain is due to congestion and that the symptom is referred largely from the uterus, it would be strange if the ovaries did not also at times exhibit congestive pathology. I believe this to be so, but the relative insensitivity of the ovary suggests that this will seldom be the cause of chronic pain. However, the severely congested ovary is liable to bleed into the pelvis with acute symptoms either at ovulation or from the corpus luteum. The first such episode is commonly misdiagnosed as appendicitis which accounts for the high female sex ratio for appendicectomy in young adults. In this age group uterine congestive pain is less common, perhaps because of the relatively underdeveloped vasculature in the nulliparous organ.
To summarize, it seems that stress situations in women may provoke congestion of the pelvic organs. This may lead to acute symptoms from a bleeding ovary but more usually to chronic uterine congestion. The resulting pain will have a cyclic pattern, it will be exacerbated by intercourse and also by short wave diathermy, but relieved by reassurance, rest and by inhibition of ovulation and to some extent by physical exercise. The uterine congestion is apparent at laparotomy, often with associated pelvic varicosities.
Clinical situations
The typical case: An anxious mother will be doing a full-time job to educate the children, pay off the mortgage or just out of habit, and is terrified of further pregnancy but will not take the pill because she believes it disagrees with her. At first her pain, which is of first lumbar nerve distribution, is only a nuisance and it is relieved after each period. Later she develops dyspareunia with more continuous pain, and her husband insists on bringing her for a consultation. She will have a uterus that is tender to palpation and may well have been diagnosed as having some inflammatory condition, but short-wave diathermy will have made her worse. There are three possible lines of therapy. Reassurance coupled with an adequate explanation that she is not neurotic but that her pelvic congestive state is caused by mental or physical stress will satisfy many patients, especially if they can manage to increase their physical exercise. For others an attempt will be made to find some cyclic contraceptive pill that can be tolerated in a dose to suppress ovulation. For the more severe case hysterectomy preserving the ovaries can be strongly recommended, for the relief is immediate, dramatic and usually persistent. Indeed 24 hours after surgery patients will declare that at last their pain has been relieved.
The post-sterilization problem: A significant number ofcases of pelvic congestion with pain and menorrhagia have arisen in women within a short time of sterilization, which has usually been performed by diathermy thro.ugh the laparoscope. There may be a direct physical cause, the cornual part of the uterus having been burnt by the diathermy, leading to congestion caused by the scar of the burn. However, some of these women may have had subinvolution since their last pregnancy, with pelvic congestion that has been suppressed by regular oral contraception until the time of sterilization. Others may have had congestive symptoms previously but following sterilization they have become psychologically less well adjusted to menstrual problems. Before embarking on sterilization, symptoms prior to taking the pill should be evaluated. For some women hysterectomy is preferable to tubal ligation.
Post-hysterectomy pain: Having taken a particular interest in the relief of pelvic pain by hysterectomy and having been generally well pleased with the results, I have been interested in cases in which pain apparently referred from the pelvis has persisted after hysterectomy. The following list covers most of the causes: acute episodes of congestive ovarian pain; chronic ovarian pain (cystic ovaries); congestive pain (possibly associated with oestrogen medication); residual endometriosis; vaginal vault infection; colon spasm; referred orthopaedic pain; neurosis.
For some of these conditions no treatment is required beyond explanation and reassurance but for this to be successful it is imperative to make an accurate diagnosis. This can be facilitated by encouraging the patient to keep careful records, including a daily basal temperature chart. In this way the pain of residual endometriosis can be correlated with ovarian cycle and episodes of painful ovulation can be demonstrated. This exercise will often prove therapeutic as well as diagnostic.
Post-menopausal pain: This is usually due to organic disease such as prolapse, pyometra and malignancy, but there are some uncommon causes which are of interest. Colon spasm still occurs in this age group, and diverticular disease may be confused with infection of the genital tract. Salpingitis is rare, but a chronic pyosalpinx will very occasionally rupture. Excessive use of oestrogen will sometimes lead to congestive pain but the diagnosis of this is not difficult. Perhaps the most bizarre type of pain is a vaginal neuralgia (well documented by Jeffcoate 1969) which may occur in unhappy old ladies and which may prove entirely resistant to all forms of treatment.
Conclusion
My experience of pelvic pain leads me to the conclusion that in the absence of demonstrable pathology many cases are due to a state of vascular congestion that affects primarily the uterus. I believe that proper scientific investigation of this disorder will only come when gynaecologists can be given tools for the study of pelvic blood flow. Techniques for pelvic arteriography and venography must be safe and simple and perhaps associated with refined methods ofmeasuring the temperature of the uterus at each stage of the menstrual cycle. Our knowledge of pelvic congestive states would then become a matter of science rather than of speculation. Until then we must remember that, while unexplained pelvic pain often appears to be associated with congestion, the cause of this congestion is usually some form of stress. After attention to possible stress factors there will be some patients with enigmatic pelvic pain for whom hysterectomy will bring relief as satisfactory as that achieved by appropriate gastric surgery for peptic ulceration.
